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In nf fa ar rc ct ti io on n M Mi im mi ic ck ki in ng g S St tr re es ss s I In nd du uc ce ed d C Ca ar rd di io om my yo op pa at th hy y; ; D De em mo on ns st tr ra at ti io on n o of f T Ty yp pi ic ca al l E Ec ch ho oc ca ar rd di io og gr ra ap ph hi ic c F Fi in nd di in ng g C Co or rr re el la at te ed d w wi it th h U Un nu us su ua al l D Di is st tr ri ib bu ut ti io on n o of f L Le ef ft t A An nt te er ri io or r D De es sc ce en nd di in ng g C Co or ro on na ar ry y A Ar rt te er ry y Stress-induced cardiomyopathy (SCMP) is diagnosed in 1-2% of patients presenting with symptoms suggestive of acute coronary syndrome. Because of sharing many common clinical features with SCMP, acute ST-segment elevation myocardial infarction (STEMI) can be misdiagnosed as SCMP. However, it can be associated with fatal outcome of the patient. Also, diagnosis of SCMP seems to be always challenging to clinicians, especially in the decision of taking coronary angiography which is still invasive and even risky. Here, we present a case with acute STEMI mimicking SCMP as a result of anatomical variation of coronary circulation. In this patient, prompt and early coronary angiography and stent implantation was very helpful.
channel blocker for 5 years. On her arrival, blood pressure was 108/56 mmHg, pulse rate and respiratory rate were 85 and 35 per minute, respectively. The initial ECG taken at the emergency department showed ST-segment elevation in all leads ( Fig. 1 ) and the echocardiogram revealed akinesia of apical portion of the left ventricle with typical feature of apical ballooning (Fig. 2 ). After these two diagnostic studies, she was initially impressed of having SCMP. The cardiac enzyme levels were moderately elevated [creatinine kinase (CK) level of 677 U/L, CK-MB of 7.4 ng/mL, and troponin-I of 1.18 ng/mL] and these laboratory findings also supported the diagnosis of SCMP. Other chemistries were as follows; AST/ALT 19/15 IU/L, BUN/Cr 10.2/0.8 mg/dL, and Nterminal pro B-type natriuretic peptide 33.61 pg/mL. However, the patient complained of severe chest pain, which is unusual for patients with SCMP. And the intensity of her chest pain increased even after intravenous injection of morphine, the attending physician decided to check emergent coronary angiography. The left coronary angiogram showed totally occluded mid portion of the LAD (Fig. 3A) . After successful reperfusion therapy of the occluded portion with a 3.0×28 mm sized Endeavor ® stent (Medtronics Cardio Vascular, Santa Rosa, CA, USA), her LAD runs long way to the mid portion of posterior cardiac wall, and the septal and diagonal branches of the LAD supplied almost all apical portion of the heart (Fig. 3B) . The patient was discharged without any complication 3 days after the primary angioplasty.
D Di is sc cu us ss si io on n
In this case report, we demonstrated misdiagnosed acute STEMI as SCMP due to unusual distribution of the LAD and the importance of prompt coronary angiography in the diagnosis and management of the patient.
SCMP is a reversible form of acute heart failure usually triggered by emotional or physical stresses.
3) The usual form of SCMP shows a distinctive left ventricular apical ballooning pattern with normal epicardial coronary arteries. 5) Usually patients with SCMP have a favorable outcome with appropriate medical managements. 6) Recently, the guidelines for diagnosis of SCMP were published. 7) In this guideline, SCMP is defined as an acute left ventricular apical ballooning, after myocardial infarction due to significant organic stenosis of coronal artery is excluded. Moreover, the incidence of SCMP in the acute coronary syndrome was 1-3%. So, the routine screening of presence of significant coronary artery disease is important in the diagnosis and management of the patients.
Despite the guidelines recommended taking coronary angiography to rule out significant epicardial coronary stenosis, the coronary angiography is not routinely performed in 
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all patients with typical features of SCMP. Moreover, surmountable portion of SCMP patients have an incidental coronary artery disease because of advanced age. One study conducted in Japan showed that incidental coronary artery disease was found in about 10% of patients with SCMP. 8) Another study showed nearly two thirds of the patients had coexisting atherosclerosis. 9) Hence, some authors suggested that patients with coronary arterial disease in LAD, it should be carefully judged whether the disease causes left ventricular apical ballooning to avoid performing coronary revascularization unnecessarily.
9)10)
In this patient, initial ECG was not compatible with acute STEMI and echocardiogram showed typical findings of SCMP. Moreover, because she had no previous clinical symptom suggesting coronary arterial disease, we initially diagnosed her of having SCMP without consideration of coronary angiography. However, we decided to have coronary angiography because her chest pain was unusual for SCMP patients and the intensity increased even after an analgesic treatment. The coronary angiography was very helpful in the early treatment of this patient. Also coronary angiography gave the answer of the echocardiographic feature that the distribution of her LAD was large enough to make apical ballooning and widespread ST-segment elevation without reciprocal change in the electrocardiographic exam.
In conclusion, even in a patient with typical presentation of SCMP like our case, the possibility of acute coronary syndrome should always be considered. And, if pain persists and when there is no contraindication, coronary angiography should be performed to rule out other acute coronary syndromes. Moreover, it would be better considering the possibility of the anatomical variation of the LAD can make similar features of apical ballooning. 
